and Oganov R G. Trends and determinants of cardiovascular mortality in the Soviet Union. International Journal of Epidemiology 1989, 18 (Suppl.1): S137-S 144. The mortality data extracted from the USSR official vital statistics available up to the middle of 1988 show that ageadjusted total mortality for adults aged 25-64 years increased from 1969-70 to 1985 by about 0.7 per 1000 in men and about 0.2 per 1000 in women. All the increase in total mortality resulted from the increase in mortality from cardiovascular diseases (CVD) most of which were from coronary heart disease (CHD). More specifically, mortality from rheumatic and hypertensive diseases decreased slightly (0.1-0.2 per 1000),while mortality from cerebrovascular and other CVD increased slightly (0.1-0.2 per 1000). The age-specific mortality at younger ages tended to decrease while in older decades it continued to rise. Life expectancy was about 64 years in men and about 73 years in women. The state vital statistics data are supported by information from the USSR MONICA centres and also by the data on high coronary risk profiles of the population as evaluated by the prevalence of CHD symptoms and the distribution of major CHD risk factors in various centres of the Soviet Union.
To set priorities in health policy the composition and trends in morbidity and mortality from various causes should be evaluated together with the prevalence of related risk factors, symptoms and premorbid conditions. The quality of health care should also be characterized. Because of historical developments in the USSR the open access and unbiased assessment of such information together with data collection from scientifically appropriate epidemiological studies was renewed in the country from the end of the 1960sto the middle of the 1970s. Well documented computer files for the All-union epidemiological studies were created from the end of the 1970s and state vital health statistics became available again with the beginning of 'glasnost' in this country. In this presentation we use some limited data concerning CVD extracted from the state vital statistics and information collected in the All-Union programmes under the coordination of the Institute of Preventive Cardiology of the All-Union Research Centre for Cardiology. This Institute has become the All-Union Research Centre for Preventive Medicine and has files and methodology for a wider area.
MATERIALS AND METHODS
Mortality data for the Soviet Union were first published by age, sex and cause of death according to the WHO recommendations of the International Classification of Diseases (ICD, 9th Revision) in the Journal Sovietskoije Zdravookhranenije (Soviet Public Health) for the year 1985.
1 A previous publication in similar format (by sex, only for cardiovascular and oncological diseases in age decades) appeared in the Journal Vestnik Statistiki (Statistics Herald) and covered the data for 1969-70. 2 It should be stressed that the latter publication was based on pathomorphological categories such as atherosclerotic cardiosclerosis so that the categories coronary heart disease (CHD), ischaemic heart disease (IHD), myocardial infarction (MI), and stroke were underrepresented as causes of death. That is why comparable classifications for both 1969-70 and 1985 were used, as follows:
(1) The categories of death from atherosclerotic cardiosclerosis, other forms of ischaemic heart disease and myocardial infarction (without hypertensive disease), and the subcategory with myocardial infarction of the category hypertensive disease (all forms) were combined to correspond to the category Ischaemic heart disease (lCD codes 41Q-414). It is possible that CHD (4) The category acute and chronic rheumatic heart disease corresponds to codes 390-398.
(5) The category other cardiovascular diseases combines the 1985 code groups 420--429,440--448 and 450-459, which cannot be subdivided further. Also in Statistics Herald, some selective marginal data were published (grouped by sex and/or age). 3 The data are of limited interest because they cannot be age-sex standardized.
Due to the openness ('glasnost') process, USSR mortality data (and data for the Soviet republics) for 1970, 1980 and 1984-86 were published in the data book Naselenije SSSR, 1987 (USSR Population, 1987)4 where mortality rates from neoplasms, circulatory system diseases, respiratory diseases and accidents, and trauma and violent deaths were presented separately for males and females in five-year age groups. The publication appeared after this paper was presented at the Conference on Trends and Determinants of Coronary Heart Disease Mortality. It did not change the conclusions. Trends were analysed for total and CYD mortality over a 15-year interval, citing the latter data when appropriate." Finally, since the data for 1969-70 were grouped in decades 20-29, ... 50-59, 60+ the log-linear interpolation was used to estimate mortality rates for age decades 25-34, ... , 55-64. The accuracy of interpolation was not analysed theoretically, but empirical inaccuracy was less than 1% for age-adjusted total mortality both for men and women.
RESULTS
In Tables 1 and 2 mortality rates per 1000 males and females are given for 1969-70 and 1985 for four decades of age from 25-64. Age-adjusted mortality rates for ages 25-64 years are adjusted to the world standard (Segy) for total, CVD, non-CVD, rheumatic diseases, CHD, and stroke, and are used throughout this paper.
Within the 15-year interval, total mortality among men rose 6.6% from 9.84 to 10.49 per 1000population while CVD mortality rose 26.1% from 2.86 to 3.61 per 1000. At the same time, non-CVD mortality remained about the same; 6.98 and 6.88 per 1000 population. Over the same period, total mortality among women increased by 3.9% (from 3.92 to 4.07 per 1000), which appeared to be due to a 17.7% increment in CVD mortality (from 1.34 to 1.57). Non-cardiovascular disease mortality declined only 3.3% from 2.59 to 2.50 per 1000 population. These trends are illustrated in Figure 1 , which shows that practically all the increase in mortality for adults between 1969-70 and 1985 can be attributed to the increase in diseases of the circulatory system.
If causes of death within the category of CVD mortality are considered (Figure 2) , the absolute increase in men was produced primarily by the increase in CHD mortality (0.75 per 1000). Stroke mortality also increased while rheumatic disease mortality declined. A similar situation was observed in women; the absolute increase in the CVD death rate is due mainly to the CHD mortality increase (0.18 per 1000), while cerebrovascular mortality also increased and rheumatic disease mortality decreased.
A more detailed analysis demonstrates that, within the age intervals considered, total mortality declined somewhat in the younger decade in men and in the two younger decades in women. CVD, CHD, CERVD mortality, rates went up in all four decades in men whereas among women CVD mortality went down in the two youngest decades and CHD and stroke mortality increased in all four decades. This means that there is a flattening of the survival curve at younger ages and a steeper decrease in older decades. This flattening seems to be more pronounced in females 
in 1985)
. Cardiovascular diseases are leading causes of death among adult residents of the USSR with their contribution rising for men from 29.0% at the beginning of the period to 34.4% at the end, and for women-from 34.1 % to 38.6%. In comparing these figures, it should be mentioned that the second leading cause of mortality for adult men in the country is the combined category 'accidents, traumatic and violent death and ill-defined conditions' (26.6% in 1985) while for women it is oncological diseases (27.3% in 1985).1
Data are now available" (Figures 3 and 4) that show that after an active campaign for sobriety started in the middle of 1985, total mortality in the Soviet Union declined in 1986 by 15.5% among 25-64 year old men (to 9.28% per 1000 population) becoming lower than in 1970, while for ages 4~69 years it declined to about the 1970 level (17.2 per 10(0). CYD mortality decreased to a lesser extent (by 11.0% from the 1985 level) and did not decline to the 1970 level. In adult women (25-64) total mortality in 1986 was 9.2% lower than the 1985 level and below the 1970 level, while CYD mortality decreased by 10.2% but is still higher than in 1970.
An additional period of observation is needed to Figure 6 for abbreviations.
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FiGURE 8 Prevalence of dyslipoproteinaemias for adult males in various centres of the USSR (age adjusted 20-54). See
establish the stability of this positive tendency, especially because the main acute effect of the mortality decline was in the category of accidents, trauma and violent deaths (27.3% in men and 25.0% in women)" (Figures 3 and 4) . The official vital statistics analysed here, which present the heterogeneous pooled data for regions that vary substantially should be regarded with caution, as reference data on trends in the Soviet Union ignore the regional differences. The region-specific analyses will certainly provide more understanding of the processes investigated.
Nevertheless, the MONICA project data support to some extent what has been cited on total and CVD mortality." The position that Moscow-MONICA occupies among the other MONICA centres is shown in chapter 4. 6 In 1985, the Moscow-MONICA population included about 212 000 men and 252 000 women of target age residing in three city administrative districts. Men in Moscow-MONICA (code 46) as well as other USSR MONICA centres-Kaunas (codes 45) and Novosibirsk (code 47)-belong to the upper part of the distribution among MONICA centres both for total mortality (Moscow ranked 7th highest among 33 centres) and for CVD mortality (Moscow ranked 5th). For CHD, Moscow was 6th highest, and for stroke mortality, it was 4th highest. In women, the Moscow centre ranks are: total mortality 8th, CVD-6th, CHD3rd, stroke-4th. Thus, among 25-64-year-old men, total mortality was 7.91 per 1000, CVD was 3.51 per 1000 (44.4% of all deaths), CHD was 2.10 per 1000, (26.5%), and stroke was 0.66 per 1000 (8.3%). Among women, these rates per 1000 are: total mortality-3.45, CYD-1.45 (33.3%), CHD-0.46 (13.3%), stroke-o.39 (11.3%). Figure 5 supports the above-mentioned information about a somewhat downward tendency in 1986 mortality compared with 1985 data. It shows trends in 35-64 age-adjusted mortality among men and women in one out of three Moscow-MONICA districts (reference one) for 1984-86. It can be seen that in 1986 among adult men total mortality in the district went down by 16.7% CYD mortality by 14.7% and stroke by 20.9%. At the same time, no decline in CHD mortality was observed in this district. Among women, total mortality declined by 10.4% and CVD by 17.7%, due mainly to stroke mortality dropping by 31.4% and CHD mortality remaining stable. One can see also that rates were maximum in 1984-85. In the USSR official vital statistics for adults, they reached their maximum in 1984 for every published cause of death except cancer' (Figures 3 and 4) .
In the framework of the All-Union Research Programme in Epidemiology of IHD and Atherosclerosis This study is part of the US-USSR collaborative programme following the LRC protocol. 8, 9 The data from the 10 centres support the previously published information about high prevalence of elevated blood pressure in Moscow and Leningrad LRC males aged 40-59 compared with white American participants in the LRC study. Thus, the age-adjusted prevalence of elevated arterial pressure (systolic blood pressure > = 160 mmHg and/or diastolic BP > = 95 mmHg) was in the range of 16% (Jackutsk) to 23% (Ashkhabad) (Figure 6 ). The prevalence of smoking in the same age range varied from 51% (Kiev) to 65% (Bakhu) (Figure 7 ). Dyslipoproteinaemias (total cholesterol >200 mg/dl and/or high density lipoprotein cholesterol < = 34 mg/dl) defined by criteria of the USSR LRC were prevalent at 6.5% (Ufa) to 19% (Kiev) (Figure 8 ). Together with high prevalence of resting ECG abnormalities and especially of Rose angina of effort," one can expect from 16 to 23 per 1000 acute cases of CHD (fatal or non-fatal MI or death from chronic CHD) in the next five years ( Figures  9-10 ). These estimates are based on extrapolation of the logistic function from the USSR LRC study." Even if the logistic function being a relative risk model, is not completely adequate for such evaluation, it shows the high coronary profile of the observed populations. The next steps planned in the above mentioned All-Union Programme are to monitor risk factor trends in regions, to follow up the screened cohorts, and to contrast these data with the official regional vital statistics.
The experimental prevention programme developed in the USSR from the end of the 1970s,II though showing high effectiveness in experimental centres, have not reached the general population yet, and have not changed its attitude toward health. Therefore, one cannot expect rapid impact on the vital statistics of the country.
